Summary: Social work practice is increasingly concerned with support not just for service users but also for unpaid carers. A key aspect of practice is the assessment of carers' needs. The Government has recently passed legislation that will widen eligibility for carers' assessments and remove the requirement that carers must be providing a substantial amount of care on a regular basis. This article examines which carers are currently 'visible' or known to councils and which are not, and uses the results to examine the likely effects of the new legislation. In order to identify the characteristics of carers known to councils, the article uses large-scale surveys, comparing the 2009/10 Personal Social Services Survey of Adult Carers in England and the 2009/10 Survey of Carers in Households in England.
Introduction
Social work practice with adults in England is increasingly concerned, not just with supporting disabled and older people, but also with supporting people who provide unpaid care to relatives and friends. An increasing number of social care practitioners, including social workers and allied professionals, are involved in developing, coordinating and providing assistance and support for carers (Hussain & Manthorpe, 2012 ). An important aspect of practice is the identification of carers and assessment of their needs. Social services departments in local authorities (also called councils) in England have certain statutory duties regarding carers' assessments, and adult social care 1 falls within the statutory remit of the 152 Councils with Adult Social Services Responsibilities (CASSRs) (House of Commons Health Committee, 2010) . In 2012/13, 411,000 carers were offered an assessment or review in CASSRs in England (Health and Social Care Information Centre [HSCIC], 2013) .
The identification of carers is currently a key social policy issue at national level in England. The latest Carers' Strategy, published by the Coalition Government in 2010, has four priority areas, the first of which is 'supporting those with caring responsibilities to identify themselves as carers at an early stage' (Her Majesty's Government [HMG] , 2010, p. 6). The White Paper on social care reform, published in 2012, puts an emphasis on ensuring that 'carers are identified earlier' (HMG, 2012a, p. 35) and new legislation, the Care Act 2014, which builds on the White Paper proposals, has recently been passed by Parliament, with relevant parts coming into force in April 2015.
For the last 25 years, the identification of carers by local authorities has been embedded in community care law relating to carers' assessments. The Law Commission report on adult social care, published in 2011, identified five pieces of legislation relating to carers' assessments (Law Commission, 2011) . The Carers (Recognition and Services) Act 1995 gave carers the right to request an assessment if the carer provided a substantial amount of care on a regular basis, and if the local authority was carrying out an assessment of that cared-for person under the NHS and Community Care Act 1990. This right was subsequently extended by the Carers and Disabled Children Act 2000, which introduced a free-standing right to a carer's assessment. These two acts operated alongside each other and both were amended by the Carers (Equal Opportunities) Act 2004, which introduced a requirement that any assessment conducted must include consideration of whether the carer worked or wished to work. In addition to these specific statutes on carers' assessments, the Disabled Persons (Services, Consultation and Representation) Act 1986 required local authorities to take account of a carer's ability to continue to provide care to a disabled person when assessing whether the disabled person's needs call for the provision of services.
The identification of carers by local authorities is particularly important at present because the Law Commission recommended a wholesale reform of community care law, including carers' assessments and, as a result, new legislation has now been passed by Parliament. The Law Commission in 2011 described the existing legislation for carers' assessments as 'fragmented, overlapping and confusing for local authorities and carers alike' and recommended that the duties to assess a carer should be consolidated into a single duty (Law Commission, 2011, p. 68) . In addition, the Law Commission criticised a number of specific aspects of the legislation, in particular, the 'substantial and regular test', which it described as 'unclear, confusing and complex' (Law Commission, 2011, p. 69) . It recommended that the 'substantial and regular test' should be removed and that all carers providing care to another person should be entitled to an assessment, where the carer appears to be in need. The Government accepted many of the Law Commission's recommendations on carers' assessments (HMG, 2012b). The Care Act, which was passed in May 2014, creates a single duty for local authorities to undertake a carer's assessment. This will replace the existing law, and will remove the requirement that the carer must be providing a substantial amount of care on a regular basis (Care Act 2014). The implication is that the criteria for a carer's assessment will be broadened and more carers will now be able to access an assessment (Law Commission, 2011) . Moreover, the Care Act will also introduce a new duty on local authorities to provide support to meet carers' needs, and assessments will be a gateway to this new legal right to support for carers.
In the context of the current proposals for legislative reform, including the widening of the definition of eligibility for carers' assessments, it is useful to examine which carers are currently 'visible' to councils and, as a corollary, which are relatively 'invisible' (cf. Evandrou, 1990) and to use the results to examine the likely effects of the new legislation. There is evidence that councils are not currently in touch with many carers. The Information Centre found that only 4% of carers in the Survey of Carers in Households in England in 2009/10 had had an assessment (HSCIC, 2010a) . It could be argued that it is easier to identify carers who provide a 'substantial amount of care on a regular basis' than carers who provide care at a lower intensity or irregularly. It is therefore useful to focus on how far carers providing a substantial amount of care are currently visible to councils. If more carers are to access assessments, it is arguably those carers who are currently relatively invisible that councils will increasingly need to reach, with clear resource implications.
The present article uses recent large-scale survey data on unpaid care to examine the visibility of carers to councils in England. The article draws on two surveys conducted in 2009/10, the Personal Social Services Survey of Adult Carers in England and the Survey of Carers in Households in England. The first survey was administered through Councils with Adult Social Services Responsibilities (CASSRs) and was designed for adult carers in contact, either directly or via the person they care for, with social services (HSCIC, 2010b) . From 2012, the Personal Social Services Survey of Adult Carers in England is being conducted every two years and is compulsory for CASSRs but, in 2009/10, participation in the survey was voluntary and 90 CASSRs participated. The 2009/10 Personal Social Services Survey of Adult Carers in England was the first national user experience survey of carers in England and included questions on the characteristics of carers known to councils and their experiences of support and services, health and employment. The second survey, the 2009/10 Survey of Carers in Households, was a survey of carers in the general population (HSCIC, 2010a) . This survey captured information about people providing unpaid care in a nationally representative sample of households in England. The Survey of Carers in Households also included questions on the characteristics of carers and their experiences of support and services, health and employment, but for a national sample of carers, whether or not they were in contact with councils.
The main aim of this article is to compare the two surveys collected in 2009/10 and thereby identify the characteristics of carers known, or visible, to councils. A subsidiary aim is to use these results as the basis for discussing the likely effects of the new legislation regarding carers' assessments.
Methods
The eligible population in the Personal Social Services Survey of Adult Carers in England was defined as carers aged 18 and over who had been assessed or reviewed by social services during the previous year and, in some CASSRs, carers identified from the records of service users (known as 'carers by association'). In this survey (which will be referred to here as 'the survey of carers known to councils'), an eligible population of 175,600 carers was identified and, of these, 87,800 were sent a postal questionnaire and 35,165 carers then responded, giving a response rate of approximately 40% (HSCIC, 2010b) . The 2009/10 Survey of Carers in Households (which will be referred to here as 'the household survey of carers') was carried out through face-to-face interviews in a representative sample of randomly selected households in England. Carers were identified through a short screening questionnaire, which was completed by over 25,000 individuals aged 16 and over. Subsequently, 2,400 carers were interviewed to obtain detailed information on their provision of care. The unadjusted response rate for the household screening was 72% and at the individual level was 76% (HSCIC, 2010a) .
The present study builds on a preliminary comparison of the survey of carers known to councils and the household survey of carers, which was carried out by the Information Centre (HSCIC, 2010c). The Information Centre's comparison suggested that carers known to councils have different characteristics from carers in households more generally. Carers known to councils appear more likely to be caring for long hours; to be aged 65 and over; and to be caring for a spouse or partner. The Information Centre acknowledged, however, that its initial results may have been affected by differences in methodologies between the surveys. The present analysis takes forward the work of the Information Centre by, first, controlling for methodological differences between the surveys and, second, controlling for current eligibility criteria for assessments. In addition, the analysis examines a wider range of characteristics of carers, cared-for people and caring, as well as using standard statistical techniques to identify differences between the surveys.
Controlling for methodological differences between the surveys
The present analysis controls for a number of methodological differences between the surveys. First, the survey of carers known to councils includes people aged 18 and over caring for others aged 18 and over, whereas the household survey of carers includes people aged 16 and over caring for others of all ages. The dataset for the latter survey only records the age of respondents and the people they care for in broad age-bands, beginning with those aged 16 to 25. It was therefore not possible to confine the analysis to people aged 18 and over caring for others aged 18 and over, and the analysis here relates to carers aged 25 and over caring for others aged 25 and over in both surveys.
In addition, the survey of carers known to councils asks about care provided to the main person cared for, whereas the household survey of carers asks separately about care provided for up to six cared-for people. The latter survey also asks the respondent to identify the main person cared for and the analysis here is therefore confined to care provided to the main person cared for in both surveys. The definition of the main cared-for person is similar in both surveys. He or she is defined as the person that the carer spends the most time helping. If carers spend an equal time caring for two or more people, they are asked to answer in relation to the person who lives with them. Table 1 shows the sample sizes of respondents aged 25 and over providing unpaid care to a main cared-for person aged 25 and over. Controlling for methodological differences, the sample size of the survey of carers known to councils is 31,558, while the sample size of the household survey of carers is 1,962. Given the large difference in sample sizes, the comparisons between the two surveys utilise 95% confidence intervals around the results. Results for the two surveys are significantly different where the confidence intervals do not overlap. All analyses are performed using the Stata 12.1 software package (StataCorp, 2011) .
There are issues of representativeness in relation to both surveys, but these limitations can be addressed. In the survey of carers known to councils, only 90 out of the 152 CASSRs in England are included. However, the Information Centre regards the survey as representative of CASSRs in England (HSCIC, 2010c, p. 8) . The household survey of carers tends to under-represent lower intensity carers compared with other surveys (HSCIC, 2010a). However, it is with more intense carers that the present analysis is concerned (as explained below).
Controlling for current eligibility criteria for assessments
It is important to confine the analysis of both surveys to carers likely to be eligible for an assessment in 2009/10, that is, those providing substantial care on a regular basis. This is important because, otherwise, differences between the surveys are likely to be due to comparing eligible and non-eligible carers, whereas the purpose of the comparison is look at which of the eligible carers are visible to councils. However, the current eligibility criteria are not defined in legislation (Law Commission, 2010) . Nevertheless, there is no doubt that current eligibility criteria place a great deal of 'emphasis on the amount of time spent in a caring role ' (Law Commission, 2011, p. 69) . In a review of the information provided by local authorities, the Law Commission found that some local authorities define substantial and regular care in terms of hours per week, ranging from 10 to 20 hours per week in different local authorities (Law Commission, 2010) .
The upper threshold of 20 or more hours a week is used in this article to define carers likely to be eligible for an assessment for two reasons. First, previous research shows that, in practice, local authorities give little priority to those providing care for less than 20 hours a week (Arksey, 2002) . Moreover, several local authorities currently state on their websites that, to qualify for a carers' assessment, carers are required to care for 20 or more hours a week (Newcastle Borough Council, 2014; Staffordshire County Council, 2014) . Second, the wider literature on unpaid care in this country tends to use hours of care, or intensity, as a measure of substantial care, and the most frequently used measure of intensity is care for 20 or more hours a week (Hirst, 2001) . This is based on associations between long hours of care and other characteristics of caring, including help with personal care tasks and co-residence (Parker & Lawton, 1994) , as well as negative effects of caring on employment and health (Heitmueller, 2007; Young, Grundy, & Kalogirou, 2007) . Table 1 shows that 78.9% of carers in the survey of carers known to councils are providing care for 20 or more hours a week. Not all these carers are assessed, but the overwhelming majority (82.7%) are assessed (Table 2 ). (The minority of carers who are not assessed are those who are 'known by association' with the cared-for person.) In terms of the analysis in this article, this suggests that defining eligibility for a carer's assessment in terms of care for 20 or more hours a week captures the overwhelming majority of carers in contact with councils.
In contrast, using a 20-hour a week threshold includes only a minority of carers in the household survey of carers. Only 42.4% of carers in households provide care for 20 or more hours a week (Table 1) . Moreover, even among those caring for 20 or more hours a week, only a tiny minority (7.3%) report that they have been assessed (Table 2) . Therefore, even controlling for the provision of 'substantial' care, the comparison between the surveys is essentially a comparison between carers who are by and large assessed, in the survey of carers known to councils, and carers who are by and large not assessed, in the household survey of carers.
Findings
Characteristics of carers providing care for 20 or more hours a week Compared with carers in the household survey, carers providing care for 20 or more hours a week who are known to councils are more likely to be older; to be women; to be from a non-White ethnic background; to have an illness or disability; and not to be in paid employment (Table 3) . The most striking differences between the surveys are in age, health and employment. In the survey of carers known to councils, carers are more likely to be aged 70 and over compared with carers in the household survey. In particular, 27.6% of carers known to councils are aged 75 and over, compared with 20.1% of carers in the household survey, a statistically significant difference. This result is consistent with the Information Centre analysis (HSCIC, 2010c). Thus, controlling for methodological differences between the surveys does not alter the finding that carers known to councils tend to be older than those in the household survey. The Information Centre analysis did not include health or employment, but the differences between the surveys are very marked with respect to these characteristics (Table 3 ). The majority (56.3%) of carers providing care for 20 or more hours a week in the survey of carers known to councils have an illness or disability themselves, compared with around half of those in households more generally. With respect to employment, only a third of carers of 'working age' known to councils are in employment, whereas nearly half of those in the household survey are in employment, a statistically significant difference.
Characteristics of cared-for people
People providing substantial care in the survey of carers known to councils are less likely to care for a parent or parent-in-law than similar carers in the household survey (Table 4) . However, there is little difference between the two surveys in the proportion of carers looking after a spouse or partner. This latter result differs from that found by the Information Centre, which found that carers known to councils were more likely to be caring for a spouse/partner. The difference in the results shown here is likely to be due to the fact that the present analysis is concerned with people caring for 20 or more hours a week, who are more likely to care for a spouse/partner than carers providing less intense care (HSCIC, 2010b (HSCIC, , 2010c .
Carers known to councils are, however, more likely to care for an 'older old' person than carers in the household survey (Table 4 ). In the survey of carers known to councils, 54.3% look after someone aged 75 and over, compared with 47.4% in the household survey, a difference that is statistically significant. Consistent with the older age of the cared-for person, carers in the survey of carers known to councils are more likely to care for someone with dementia and with a sight or hearing loss. Carers known to councils are also more likely to care for someone with mental health problems or a learning disability, but less likely to care for someone with a physical disability or long-standing illness.
Characteristics of care provided
People providing substantial unpaid care in the survey of carers known to councils are more likely to provide care for very long hours than carers in the household survey (Table 5 ). This result is consistent with the Information Centre analysis, which also found that carers known to councils tend to 'have more intensive caring duties' (HSCIC, 2010c, p. 4). However, the results in the present article focus only on carers providing care for 20 or more hours a week and it is striking that, even among these intense carers, carers known to councils provide care for very The question on the health condition of the cared-for person is optional in the survey of carers known to councils and there are differences in question wording between surveys. Cared-for people could have more than one health condition, so sample numbers do not add up to totals.
long hours. Of those caring for 20 or more hours a week, 87.3% of those known to councils provide care for 35 or more hours a week, compared with 67.9% of intense carers in the household survey, a statistically significant difference. In other words, among intense carers, councils tend to focus almost exclusively on those providing full-time care. As a corollary, carers who provide intense care, but do not do so full-time, are less likely to be known to councils. Indeed, over half of the substantial carers known to councils are providing care for 100 or more hours a week, compared with less than a third of those in households more generally. Carers known to councils are also more likely to be co-resident with the caredfor person than carers in households more generally. Approximately 84% of intense carers in the survey of carers known to councils share a household with the cared-for person, compared with approximately 76% in the household survey, a statistically significant difference. As a corollary, in the survey of carers known to councils, carers are less likely to be 'extra-resident' (that is, living in a separate household from the cared-for person) than carers in the household survey.
Association between intensity of care and other characteristics
One of the key results of the analysis so far is that, even among those caring for 20 or more hours a week, carers in contact with councils provide care for much longer hours than carers in households more generally. However, as indicated earlier, long hours of care are associated with other characteristics of caring. The intensity of care is, therefore, examined here in greater detail to see if intensity is associated with other differences between carers in the surveys. Table 6 shows that the greater intensity of caring among carers in contact with councils is associated with a number of their other characteristics: their poorer health, their lower likelihood of caring for a parent; their greater likelihood of caring on a co-resident basis and, to some extent, their lower employment rates. Thus, the percentage of carers in poor health rises with the intensity of care and, because carers in contact with councils are more likely to be caring for very long hours, so they are more likely to be in poor health. As a result, once the intensity of care is broken down into detailed bands, the differences between the surveys largely disappear. For example, looking at carers providing care for 100 or more hours a week, 59.5% of carers in the survey of carers known to councils are in poor health, compared with 53.3% of carers in the household survey, a difference that is not likely to be statistically significant (Table 6) . Similarly, the percentage of carers providing co-resident care rises with the intensity of care and again, once the intensity of care is broken down, the differences between the surveys largely disappear. At 100 or more hours a week, 96.4% of carers in contact with councils are caring on a coresident basis, compared with 94.4% of carers in the household survey. The pattern is similar with regard to care for parents, but the relationship between intensity and care for parents is negative, so that, at higher levels of intensity, the likelihood of caring for parents is lower. At 100 or more hours a week, 17.1% of carers in contact with councils are caring for a parent compared with 16.1% of carers in the household survey.
The greater intensity of caring among carers in contact with councils is also associated with their lower employment rates to some extent. Thus, employment rates fall as the intensity of care rises and, at higher levels of intensity, above 50 or more hours a week, the percentages of working age carers in employment are similar in the two surveys (Table 6 ). However, differences in intensity are not associated with all the differences in employment rates between the surveys. At lower levels of intensity, between 20 and 49 hours a week of caring, carers in contact with councils are less likely to be in employment than carers in households more generally. For example, at 35 to 49 hours a week, just over a third of carers in contact with councils are in employment, compared with over half of those in the household survey.
Differences in intensity of care between the two surveys are not therefore associated with all the differences in characteristics of carers between the surveys. A further difference that is not associated with intensity is the older age of carers in the survey of carers known to councils. Even controlling for a detailed breakdown of intensity, carers known to councils are still more likely to be aged 70 and over than carers in the household survey. For example, at 100 or more hours a week, 46.4% of carers in contact with councils are aged 70 and over, compared with 34.1% of carers in the household survey, a statistically significant difference (Table 6 ). These results are discussed further below.
Limitations of the study
Due to data limitations, the study is concerned with adult carers looking after other adults and does not include younger carers (aged under 25) or carers of disabled children. There are also issues of representativeness in relation to both surveys used in the study but, as indicated earlier, these limitations can be overcome The associations found between long hours of care and other characteristics of caring are not necessarily causal relationships, for which data over more than one time-period would have been needed. They are, however, consistent with the literature on unpaid care, as explained further below.
Discussion and conclusions
This article has compared the 2009/10 Personal Social Services Survey of Adult Carers in England and the 2009/10 Survey of Carers in Households in England in order to identify the characteristics of carers known to councils. The article has focused on carers most likely to be eligible for a carer's assessment, defined here as intense carers providing care for 20 or more hours a week. The results suggest that intense carers known to councils are at the very 'sharpest' end of caring (cf. Parker, 1998) . Councils appear to be focusing primarily on full-time carers, the majority of whom are caring for 100 or more hours a week and could be described as virtually 'round-the-clock' carers (cf. Vlachantoni, 2010) . The focus of councils on the most intense carers is associated with a number of other characteristics of carers with whom councils are in contact. High levels of intensity are associated with poor health of carers, co-residence with the cared-for person and low employment rates. The extremely long hours of caring undertaken by carers in contact with councils is also associated with the characteristics of carers with whom councils are not in much contact: carers providing substantial hours of care but not caring full-time; carers looking after their parents; extraresident carers; and carers in employment.
As indicated above, the associations reported in this article between long hours of care and other characteristics of caring are not necessarily causal relationships, for which a study carried out over time would have been needed. They are, however, consistent with the literature on unpaid care in this country, which shows a positive association between intensity of care and co-residence with the cared-for person and negative associations between intensity of care and caring for parents, health and employment (Arber & Ginn, 1991; Parker & Lawton, 1994; Vlachantoni, 2010) . What the present article has shown are the implications of these well-established associations for the characteristics of the 'sharp' end carers known to councils.
Not all the characteristics of carers in contact with councils are associated with long hours of caring. Councils focus particularly on older carers aged 70 and over, but this is not only associated with the intensity of the care that they provide. It may also derive from the fact that councils have a duty of care to older people in their own right. The focus on older carers may in turn be associated with other characteristics of carers in contact with councils, such as the tendency for carers in contact with councils to be looking after 'older old' people, since older carers are themselves likely to care for other older people (Corden & Hirst, 2011) .
Nevertheless, the present article has clearly shown that a key feature of the carers with whom councils are in contact is that they provide very long hours of care. The importance of intensity to the carers identified by councils is likely to derive in part from the wording of the current legislation on carers' assessments and its emphasis on the provision of a substantial amount of care on a regular basis. However, councils' emphasis on the most intense carers is unlikely to be attributable solely to the wording of the legislation. 'Substantial' care is clearly broader than the full-time or virtually 'round-the-clock' caring on which councils currently focus and councils are therefore already targeting within carers who provide intense care. The implication is that a change in the legislation and the dropping of the substantial and regular clauses alone will not necessarily broaden access to carers' assessments.
Other reasons why councils focus on the most intense forms of caring may relate to resource constraints (Arksey, 2002; Qureshi, 2004; Seddon et al., 2007) . Arksey (2002) describes carers' assessments in the context of resource constraints as a form of 'rationed care' and argues that one mechanism for rationing is for managers and practitioners in local authority social services departments to set priorities. One way of doing this is for priority to be given to the most severe and/or fragile caring situations or, as one senior manager in Arksey's study put it, carers 'at the end of their tether' (Arksey 2002, p. 88) . Carers 'at the end of their tether' are likely to include those providing extremely long hours of care, and prioritising carers who are caring virtually 'round the clock' can therefore be seen as a form of 'rationed care'.
The implication is that, if the new legislation is to broaden access to carers' assessments and focus more on prevention and early intervention, there will be a need for more resources. The Government is planning an increase of £25 million a year in England to finance the costs of additional carers' assessments associated with the new legislation (Department of Health, 2012) . This is based on the assumption of approximately 250,000 new assessments nationally. However, this increase in the number of assessments seems an underestimate. As already noted, in 2012/13, 411,000 carers were offered an assessment or review in England (HSCIC, 2013) yet there are nearly two million people providing care for 20 hours a week or more in England, according to the 2011 Census (Office for National Statistics [ONS], 2012). Therefore, even if only those caring for 20 or more hours a week are offered an assessment, this implies an increase of over 1.5 million in the number of new assessments required, at a cost of approximately £150 million. Clearly, if the intention of the new legislation is to extend assessments beyond those providing 'substantial care', even more resources are likely to be needed.
Moreover, as indicated earlier, the Care Act will introduce a new duty to provide support to meet carers' needs identified through assessments. It follows that, if the increase in the number of new assessments has been underestimated by the Government, then there may also have been an underestimate of the costs of meeting carers' needs for support identified through these additional assessments. The Government is planning to make available an extra £150 million a year in England to finance the costs of an increase in carer support services arising from the new legislation (Department of Health, 2012) . This is based partly on an estimate of increased demand for carer-specific services for 110,000 carers, arising from additional assessments, which uses the 2010/11 ratio of assessments to receipt of services. Using the same method, the additional services for carers arising from an additional 1.5 million new assessments would result in approximately 660,000 additional carers receiving services, at a cost of approximately £665 million a year.
There is evidence from research elsewhere that front-line practitioners in local authority social services departments have been frustrated by the limitations of their work with carers under existing legislation (Seddon et al. 2007 (Seddon et al. , p. 1342 . The new Care Act potentially offers practitioners the opportunity to give greater support to carers, not just because it would widen eligibility for carers' assessments, but because it would introduce a new duty to provide support to meet carers' assessed needs (Care Act 2014). However, the extent to which the potential of the legislation is realised depends crucially on the availability of resources for carers' assessments and services. The moderate increase in resources for new assessments and support for carers, which has been planned by the Government, coincides with reductions in local authority spending on adult social care, which the Association of Directors of Adult Social Services (ADASS, 2013) estimates at £2.68 billion in England between 2011/12 and 2013/14. If sufficient new resources are not available to implement the Care Act, there is a risk that managers and practitioners in social services departments will continue to feel under pressure to 'ration' access to carers' assessments and thereby support for carers. It is therefore important for the Government to ensure that sufficient new resources are committed to implementing the coming changes to carers' assessments and services in England.
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